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Objectives

At the conclusion of this session, the participant
will be able to:

0 Describe strategies to assist clinicians In
caring for children for the remainder of the
2014-2015 influenza season

0 ldentify approaches and emphasize the value
for using antiviral therapy in children

a0 Discuss ways to encourage continued
vaccination despite the drifted influenza A
(H3N2) viruses




Continuing Education Disclaimer

In compliance with continuing education requirements, CDC, our
planners, our presenters, and their spouses/partners wish to
disclose they have no financial interests or other relationships with
the manufacturers of commercial products, suppliers of
commercial services, or commercial supporters. Planners have
reviewed content to ensure there is no bias.

Content will not include any discussion of the unlabeled use of a
product or a product under investigational use with the exception
of Dr. Bradley’s discussion of the uses of neuraminidase inhibitors
that have not been evaluated or reviewed by the FDA, and are
therefore not included in the package labeling. Such off-label uses
will be noted during the presentation.

CDC does not accept commercial support.
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Take Home Messages

Influenza H3NZ2 is the predominant strain; majority are
drifted strains.

Vaccine effectiveness may vary by match/mismatch of
circulating virus with vaccine strains, vaccine product, and
age of patient.

Continue giving any licensed and age-appropriate influenza
vaccine available; never delay for a specific product.

Healthy children ages 2 through 8 years may be immunized
with either 11V or LAIV (no preference).




Estimated Vaccine-Preventable Disease
Incidence and Deaths in the US

Disease Annual Cases Annual Deaths
Influenza®b 61,000,000¢ (‘09) 3,349-48,614 (‘76— ‘07) |
Pneumococcal disease, invasive 42,000 (‘07) 4,500 (‘07)
(bacteremia & meningitis)¢

HPVe (cervical cancer) 10,520 (‘04) 3,900 (‘04)
Hepatitis Bf 4,519 (‘07) 719 (‘07)
Meningococcal diseasef 1,077 (‘07) 87 (‘07)
Hepatitis Af 2,979 (‘07) 34 (‘07)
Varicellaf (chickenpox) 40,146 (‘07) 14 (‘07)
Pertussis’ 10,454 (‘07) 9 (‘07)

aCDC. Updated CDC Estimates of 2009 H1N1 Influenza Cases, Hospitalizations, and Deaths in the US. April 2009 — April 10, 2010. Available at cdc.gov/h1n1flu/estimates)2009_h1n1.htm.
b MMWR. 2010: 59 (22): 1057-62. © Data based on CDC estimates of 2009 H1N1 cases using statistical modeling.

dCDC: ABCs Report: Streptococcus pneumoniae, 2007 Available at http://www.cdc.gov/abcs/reports-findings/survreports/spneu04.html.

¢ American Cancer Society. Cancer Facts and Figures 2004. Available at cancer.org/downloads/STT/CAFF_finalPWSecured.pdf.

f CDC. Pink Book. 12th ed. Available at http://www.cdc.gov/vaccines/pubs/pinkbook/default.htm.




Influenza Disease Burden in the US
in an Average Year

Deaths?

e “— 3,349-48,614
Hospitalizations®

117,000-816,000 —*

Physician visits
~25 million

Infections and illnesses
50-60 million

2 MMWR. 2010: 59(22):1057-1062.

B All-cause hospitalization and mortality associated with influenza virus infection.

Thompson WW, et al. JAMA. 2003;289:179; Thompson WW, et al. JAMA. 2004;292:1333; Couch RB. Ann Intern Med. 2000;133:992; Patriarca PA. JAMA.
1999;282:75;ACIP. MMWR. 2004;53(RR06):1.




% of Visils lor ILI

Percentage of Visits for Influenza-like lliness (IL1) Reported by
the U.S. Outpatient Influenza-like lliness Surveillance Network (ILINet),
Weekly National Summary, 2014-15 and Selected Previous Seasons
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Medical Condition

Selected underlying medical conditions in patients
hospitalized w/ influenza 2014-2015

Asthma - 30% m Children m Adults B Females (15-44 yr)

i i b 9 : H 1+
Cardiovascular disease “”f Top chronic medical conditions

Chronic lung disease h 32% in children:
1. Asthma (30%)

Immune suppression — 17 2. Neuro|ogic Disorder (14%)
o '- 6% 3. Immune suppression (13%)
Metabolic disorder 45% .
| and Obesity (13%)
Neurologic disorder - 20%
Neuromuscular disorder 4;%% 40% Of
. hospitalized
Obesity 35% N
children were
Pregnancy HEALTHY

Renal disease

No known condition

Percentage




NMumber of deaths

25 -

Number of Influenza-Associated Pediatric Deaths
by Week of Death: 2011-12 season to present

201112

Number of Deaths
Reported = 37

2012-13

Mumber of Deaths
Reported = 171

Week of Death

201314

Mumber of Deaths

Reported = 109

2014-

201415

Number of Deaths
Repaorted = 86

2014-




Pediatric Deaths and Hospitalizations
By Season and Predominant Strain

2014-2015* H3N2
(preliminary data)
2013-2014 pHIN1
2012-2013 H3N2
2011-2012* H3N2
2010-2011 H3N2
2009-2010 pHIN1
2008-2009 HIN1
2007-2008 H3N2
2006-2007 HIN1
2005-2006 H3N2

*No change in vaccine strains from previous influenza season
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2014-15 Seasonal Influenza
Vaccine Strains

Trivalent

« A/California/7/2009 (H1N1)-like virus

» A/Texas/50/2012 (H3N2) virus

* B/Massachusetts/2/2012-like virus (B/Yamagata lineage)

Quadrivalent
« Adds B/Brisbane/60/2008-like virus (B/Victoria lineage)

All strains are unchanged from last season




* No change in vaccine strains from previous season
** Quadrivalent vaccine with add’l B lineage available

H1N1-like strain H3N2-like strain B-like strain
"1986-'87 A/Chile/1/83 and A/Singapore/6/86 A/Christchurch/4/85-A/Mississippi/1/85 B/Ann Arbor/1/86
1987-'88 A/Singapore/6/86 A/Leningrad/360/1986 B/Ann Arbor/1/86
1988-'89 A/Singapore/6/86 A/Sichuan/2/87 B/Beijing/1/87
1989-'90 A/Singapore/6/86 A/Shanghai/11/87 B/Yamagata/16/88
1990-'91 A/Singapore/6/86 A/Gulzhou/54/89 amagata/16/88
1991-'92 A/Singapore/6/86 agata/16/88
1992-'93* A/S|ngapore/6/8 : agata/16/88
1993-'94 ama/45/90
1994-'95 ama/45/90
1995-'96 ing/184/93
1996-'97 ng/184/93
1997-'98 g/184/93
1998-'99 ng/184/93
1999-2000* Beijing/184/93
2000-'01 _ B/Beulng/184/93
2001-'02 A/Moscow/10/99 B/Sichuan/379/99
2002-'03 A/Moscow/10/99 B/Hong Kong/330/2001
2003-'04* A/New /20/99 A/Moscow/10/99 B/Hong Kong/330/2001
2004-'05 A/New /20/99 A/Fujian/411/2002 B/Shanghai/361/2002
2005-'06 A/New /20/99 A/California/7/2004 B/Shanghai/361/2002
2006-'07 A/New /20/99 A/Wisconsin/67/2005 B/Malaysia/2506/2004
2007-'08 A/Solomon Islands/3/2006 A/Wisconsin/67/2005 B/Malaysia/2506/2004
2008-'09 A/Brisbane/59/2007 A/Brisbane/10/2007 B/Florida/4/2006
2009-'10 A/Brisbane/59/2007 A/Brisbane/10/2007 B/Brisbane/60/2008
Pandemic A/California/07/2009
2010-'11 A/California/07/2009 A/Perth/16/2009 B/Brisbane/60/2008
2011-"12* A/California/07/2009 A/Perth/16/2009 B/Brisbane/60/2008
2012-13 A/California/07/2009 A/Victoria/361/2011 B/Wisconsin/1/2010
2013-'14 A/California/07/2009 A/Texas/50/2012 B/Massachusetts/2/2012**
2014-'15%* A/California/07/2009 A/Texas/50/2012 B/Massachusetts/2/2012**

& Y, World Health
xgldy Organization



All people 6 months of age and older
should get flu vaccine every year
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Number of Seasonal Influenza Doses
for Children 6 Months - 8 Years

Did child receive
21 dose of influenza
vaccine last flu season
(2013-14)?

Has child received 2 or
more total doses of
any seasonal vaccine
since July 1, 20107

2 Doses
(Interval is 4 weeks)

Committee On Infectious Diseases; AAP. Recommendations for prevention and control of influenza in
children, 2014-2015. Pediatrics. 2014 Nov;134(5):e1503-19.



LAIV or 11V?

- Healthy children ages 2
through 8 years may be
Immunized with either IIV or
LAIV (no preference)

* Vaccination should not be
delayed to obtain a specific
product
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Live attenuated vaccine

Proportion of Children with Influenza (36)

Influenza Surveillance Period

Figure 1. Kaplan—Meier Curves for the Time to the First Culture-Confirmed Report of Influenza in the Two Vaccine
Groups.

Belshe RB, et al. Live attenuated versus inactivated influenza vaccine in infants and young children. N Engl J Med. 2007
Feb 15;356(7):685-96.
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LAIV Effectiveness (2013-2014)

« LAIV was not effective against influenza A pH1N1
pandemic virus when compared with IV in children 2-8
years of age

« This contrasts with earlier GRADE analysis suggesting
LAIV has superior efficacy in children 2-8 years of age

« AAP recommendation for LAIV changed from “to be
considered” to “no preference”




“I hate it when we're not sure we're inoculating against the
right strain of flu virus.”



Vaccine Effectiveness

2014-2015 ACIP 2015 6 months — 8 years LAIV & 11V 23 (0-40)
Preliminary 9 years — 17 years LAIV & IIV 17 (-19-42)
2013-2014 ACIP 2014 2 — 18 years LAIV -5 (0-35)
2 — 18 years 1\ 60 (30-75)
2012-2013 Mclean 2014 1509 6 months — 8 years LAIV & 11V 57 (45-67)
981 9 — 17 years LAIV & 11V 39 (18-54)
2011-2012 Ohmit 2014 658 2 — 8 years LAIV 61 (16-82)
456 9 — 17 years LAIV 60 (-15-86)
945 2 — 8 years 1\ 40 (6-62)
588 9 — 17 years 1\ 61 (28-79)
2010-2011 Treanor 2011 757 2 — 8 years LAIV 71 (50-83)
1116 2 — 8 years 1\ 71 (58-78)
2009-2010  Griffin 2011 1307 2 — 9 years LAIV 82 (14-96)

2020 6 months — 9 years 1\ 16 (-108-66)




VE against any flu by vaccine type,
among 2-8 years (2014-2015)

Influenza Positive | Influenza Negative

N

vaccinated/Tota| (%) N Unadjuste

(%) 95% ClI |Adjusted VE| 95% ClI

| vaccinated/Total d VE
LA 84/262 (32) 233/578 (40) | 30% | (5,49) 22% | (-8, 44)
Unvaccinated ° ’ ° ’
LAIV vs.

58/236 25 101/446 23 -6% -27,12 -18% -77, 22
Unvaccinated / (25) / (23) ° ( ) 6| )




Month of Peak Influenza Activity from 1976-
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Offer Vaccine Throughout Year
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Influenza Vaccine Coverage for
Children 6 Months to 17 Years

600
580 59%
560
540
520
500
48
460
4471
420
400

Comparable
to 2014

o, \/

data of 41.1%

42%|

2009-20108 2010-2011% 2011-20128 2012-2013f1 2013-20143 2014-20158

(Preliminary data)

1 BRFSS and National 2009 HIN1 Flu Survey estimates, 2009-10. Online at: http://www.cdc.gov/flu/professionals/vaccination/coverage_0910estimates.htm.
2 BRFSS and NIS estimates, 2010—-11. Online at: http://www.cdc.gov/flu/professionals/vaccination/coverage_1011estimates.htm.

3NIS estimates, 2011-2012. Online at http://www.cdc.gov/flu/professionals/vaccination/coverage_1112estimates.htm.

4NIS estimates, 2012-2013. Online at http://www.cdc.gov/flu/fluvaxview/coverage-1213estimates.htm

5NIS estimates, 2012-2013. Online at http://www.cdc.gov/flu/fluvaxview/coverage-1314estimates.htm

6 NIS estimates, 2013-2014. Online at http://www.cdc.gov/flu/fluvaxview/nifs-estimates-nov2014.htm
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FIGURE 4. Full* influenza vaccination coverage among children aged
6 months-8 years — National Immunization Survey and Immunization
Information System, United States, 2007-08 through 2011-12
influenza seasons’
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Centers for Disease Control and Prevention (CDC). Surveillance of influenza vaccination coverage—United States, 2007-08
through 2011-12 influenza seasons. MMWR Surveill Summ. 2013 Oct25;62(4):1-28.




Place of Vaccination for Children and Adults
Early 2014-15 season, National Flu Survey

- . 33.2
Doctor's Office 633

Hospital, Emergency Department

Clinic, Health Center or Other Medical
Place

~2/3 of children
were vaccinated at a
doctor’ s office

Health Department

Pharmacy/Store**

Workplace B 186

0.3
. : | 0.7
Senior or Community Center 0.0 m Adults
1.2 m Children

School, College L :

4 4
Other Placett ro_g

| | 1 T |

0 20 40 60 80 100
T includes hospitals, clinics or health centers, local health departments, and other.

Source: CDC. Available online at: http://stacks.cdc.gov/view/cdc/26550




Comparison of Types of Influenza Diagnostic Tests

Influenza Typical

Diagnostic Test

Time
Rapid influenza Anticen
diagnostic tests g. Wide <15 minutes 10-70%
detection
(RIDTs)
Direct and indirect
immunofluorescence Antlggn Wide 54 h 47-93%
assays detection
(DFA and IFA)
Tissue cell viral . V|ru.s Limited .10 d 100%
culture isolation
Nucleic acid RNA 2-4d (6-8 h
amplification tests detection Limited to perform 86-100%
(including rRT-PCR) test)
Rapid Influenza RNA Wide | <15minutes  86-100%
molecular assays detection

Adapted from the Centers for Disease Control and Prevention (CDC) Guidance for clinicians on the use of rapid influenza diagnostic tests.
http://www.cdc.gov/flu/professionals/diagnosis/clinician_guidance_ridt.htm Accessed September 24, 2014.

Distinguishing

Method Availability = Processing Sensitivity = Subtype Strains

of Influenza A

No

No

Yes

Yes
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Take Home Messages

Influenza H3NZ2 is the predominant strain; majority are
drifted strains.

Vaccine effectiveness may vary by match/mismatch of
circulating virus with vaccine strains, vaccine product, and
age of patient.

Continue giving any licensed and age-appropriate influenza
vaccine available; never delay for a specific product.

Healthy children ages 2 through 8 years may be immunized
with either 11V or LAIV (no preference).
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Management of Influenza in
Children

e Sources of information for pediatric
practitioners on antivirals:

— AAP Annual Influenza Guidance
(published in the journal ‘Pediatrics’)

— CDC (online at:
http://www.cdc.gov/features/flu-
antivirals/

— IDSA/PIDS Guidelines (currently under

revision)



American Academy
of Pediatrics

DERICATEDR TO THE HEALTH OF ALL CHILDREN"

POLICY STATEMENT

Organizational Principles to Guide and Define the Child
Health Care System and/or Improve the Health of all Children

Recommendations for Prevention and Control of
Influenza in Children, 2014—2015

COMMITTEE ON INFECTIOUS DISEASES

KEY WORDS
influenza, immunization, live attenuated influenza vaccine,
inactivated influenza vaccine, vaccine, children, pediatrics

ABBREVIATIONS

AAP—American Academy of Pediatrics

ccliVd—trivalent cell culture-based inactivated influenza vaccine
CDC—Centers for Disease Control and Prevention

FDA—US Food and Drug Administration
GRADE—=Grading of Recommendations Ass
and Evaluation

HCP—nhealth care personnel
|ID—intradermal

IIN—inactivated influenza vaccine
IV3—trivalent inactivated influenza vaccine
IIV4—quadrivalent inactivated influenza vaccine
IM—intramuscular

LAN—live attenuated influenza vaccine
LAN4—quadrivalent live attenuated influenza vaccine
NAls—neuraminidase inhibitors

PCR—polymerase chain reaction

PCV13—13-valent pneumococcal conjugate vaccine
pHIN1—influenza A (HIN1) pandemic virus
RIV3—trivalent recombinant influenza vaccine

sment, Development,

This document is copyrighted and is property of the American
Academy of Pediatrics and its Board of Directors. All authors have
filed conflict of interest statements with the American Academy of
Pediatrics. Any conflicts have been resolved through a process
approved by the Board of Directors. The American Academy of
Pediatrics has neither solicited nor accepted any commercial
involvement in the development of the content of this publication.

The guidance in this policy statement does not indicate an exdusive
course of treatment or serve as a standard of care. Variations,
taking into account individual circumstances, may be appropriate

Policy statements from the American Academy of Pediatrics
benefit from expertise and resources of liaisons and internal
(AAP) and external reviewers. However, policy statements from
the American Academy of Pediatrics may not refiect the views of
the liaisons or the organizations or government agencies that

The purpose of this statement is to update recommendations for rou-
tine use of seasonal influenza vaccine and antiviral medications for the
prevention and treatment of influenza in children. The American Acad-
emy of Pediatrics recommends annual seasonal influenza immuniza-
tion for all people 6 months and older, including all children and
adolescents. Highlights for the upcoming 2014-2015 season include
the following:

1. The influenza vaccine composition for the 2014-2015 season is

unchanged from the 20132014 season.

2. Both trivalent and quadrivalent influenza vaccines are available in
the United States for the 2014-2015 season.

3. Annual universal influenza immunization is indicated with either
a trivalent or quadrivalent vaccine (no preference).

4. Live attenuated influenza vaccine (LAIV) should be considered for
healthy children 2 through 8 years of age who have no contra-
indications or precautions to the intranasal vaccine. If LAV is not
readily available, inactivated influenza vaccine (IIV) should be used;
vaccination should not be delayed to obtain LAIV.

5. The dosing algorithm for administration of influenza vaccine to
children 6 months through 8 years of age reflects that virus
strains in the vaccine have not changed from last season.

As always, pediatricians, nurses, and all other health care personnel
should be immunized themselves and should promote influenza vac-
cine use and infection control measures. In addition, pediatricians
should promptly identify clinical influenza infections to enable rapid
antiviral treatment, when indicated, to reduce morbidity and mortality.
Pediatrics 2014;,134:1-17




Management of Influenza 2014-
15

* Problems with H3N2 this year: vaccine
not well-matched with circulating
strain

e CDC and AAP recommending early
treatment of influenza disease with

antivirals (regardless of immunization
status this year)

e Circulating flu is susceptible to
oseltamivir (Tamiflu®) and zanamivir
(Relenza®)




Pediatric Populations at

High Risk of Complications
of Influenza (AAP/CDC)

Under 2 years (particularly under 6
months)

Underlying comorbid condition
— Respiratory, Cardiovascular, Neurologic

Immunosuppression
Pregnant or postpartum
Native American populations
Morbidly obese




AAP (2014-5)

Treatment should be offeredto:

* Influenza infection of any severity in
children at high risk of complications

* Any child hospitalized with presumed
influenza regardless of influenza
immunization status or whether onset
of illness occurred >48 hours before
admission




AAP (2014-5)

Rx should be consideredfor

 Any otherwise healthy child with
moderate to severe influenza
disease
— The greatest impact occurs with early

treatment, but may still help for
treatment started after 48 ho

— We wish we could predict who wilie & J il
deteriorate and get hospitalized. g & &%




Duration of lliness Before

Treatment

* The original FDA-approved clinical trial
in pediatric outpatients specified no
more than 48 hours of iliness for
healthy subjects

 No additional efficacy data from Roche
or GSK have been presented to FDA
re: longer periods of illness prior to
treatment, or efficacy in high risk
patients

 So the package label still says 48

.‘-.-n-




CDC: Antiviral Treatment

* “A negative rapid influenza antigen
diagnostic test does not exclude

influenza”

For clinical treatment decisions, rapid
molecular tests and PCR are farmore ___._._
sensitive, but are more costly or take sefg@ =t
hours to get results b pa0 Y




Management of Influenza in
Children

e Although risk of bacterial infection is
increased with influenza infection,
antibiotics are not routinely
recommended

— Treating early with antivirals can actually
reduce the risk of bacterial
superinfection



Antiviral Therapy
AAP Policy Statement 2014-15; Table 3

All yvou need to know about drugs and dosin
here!

TABLE 3 Recommended Dosage and Schedule of Influenza Antiviral Medications for Treatment and Chemoprophylaxis for the 2014-2015 Influenza
Season. United States

Medication Treatment (5 d) Chemoprophylaxis (10 d)
Oseltamivir®
Adults 75 mg twice daily 75 mg once daily
Children >12 mo
Body wt
<15 kg (<33 Ib) 30 mg twice daily 30 mg once daily
>15-23 kg (33-51 Ib) 45 mg twice daily 45 mg once daily
>23-40 kg (>51-88 Ib) 60 mg twice daily 60 mg once daily
>40 kg (>88 Ib) 75 mg twice daily 75 mg once daily
Infants 8-11 mo” 3.5 mg/kg per dose twice daily 3.5 mg/kg per dose once daily
Term infants 0-8 mo” 3 mg/kg per dose twice daily 3 mg/kg per dose once daily for infants 3-8 mo; not
recommended for infants <3 mo, unless situation judged
critical, because of limited safety and efficacy data in this
age group
Preterm infants See details in footnote®
Zanamivir®
Adults 10 mg (two 5mg inhalations) twice daily 10 mg (two 5mg inhalations) once daily
Children (>7 y for treatment, >5 y for 10 mg (two 5-mg inhalations) twice daily 10 mg (two 5-mg inhalations) once daily

chemoprophylaxis)




Management of Influenza in
Children

 No national shortage of oseltamivir

 Local shortages of FDA-approved
oseltamivir suspension may occur, but
package label gives instructions for an
extemporaneous suspension from the

caps




IV Antivirals for Influenza

* For infants who cannot tolerate oral
oseltamivir or inhaled zanamivir, you
might need to get some help from
infectious disease specialists
regarding the use of:

* Peramivir IV (Rapivab®)
 Zanamivir IV, for compassionate use



Antiviral Treatment: Summary

1. Antiviral treatment should be
started as soon as possible after
illness onset for all of those
hospitalized or in a high risk
population

2. Consider treatment for otherwuse
healthy children with more severeg

earlier the better)



To Ask a Question

0 Using the Webinar System
= “Click” the Q&A tab at the top left of the webinar tool bar
= “Click” in the white space
= “Type” your question
= “Click” ask

2 On the Phone
= Press Star (*) 1 to enter in the queue to ask a question
= State your name
= Listen for the operator to call your name
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Thank you for joining!
Please emall us questions at coca@cdc.goVv
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Centers for Disease Control and Prevention
Atlanta, Georgia

http://emergency.cdc.gov/coca
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Today’s webinar will be archived

When: A few days after the live call

What: All call recordings (audio, webinar, and
transcript)

Where: On the COCA Call webpage
http://emergency.cdc.qgov/cocal/calls/2014/callinfo 022615.asp

A
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Accrediting Statements (continued)

CME: The Centers for Disease Control and Prevention is accredited by the Accreditation Council for Continuing Medical

Education (ACCME®) to provide continuing medical education for physicians. The Centers for Disease Control and
Prevention designates this live activity for a maximum of 1.0 AMA PRA Category 1 Credits™. Physicians should only claim
credit commensurate with the extent of their participation in the activity.

CNE: The Centers for Disease Control and Prevention is accredited as a provider of Continuing Nursing Education by the
American Nurses Credentialing Center's Commission on Accreditation. This activity provides 1.0 contact hours.

IACET CEU: The CDC has been approved as an Authorized Provider by the International Association for Continuing
Education and Training (IACET), 1760 Old Meadow Road, Suite 500, McLean, VA 22102. The CDC is authorized by IACET to
offer 0.1 ANSI/IACET CEU's for this program.

CECH: Sponsored by the Centers for Disease Control and Prevention, a designated provider of continuing education
contact hours (CECH) in health education by the National Commission for Health Education Credentialing, Inc. This program
is designated for Certified Health Education Specialists (CHES) and/or Master Certified Health Education Specialists
(MCHES) to receive up to 1.0 total Category | continuing education contact hours. Maximum advanced level continuing
education contact hours available are 0. CDC provider number GA0082.

CPE: The Centers for Disease Control and Prevention is accredited by the Accreditation Council for Pharmacy
Education as a provider of continuing pharmacy education. This program is a designated event for pharmacists to receive
0.1 CEUs in pharmacy education. The Universal Activity Number is 0387-0000-15-089-L04-P and enduring 0387-0000-15-089-
HO4-P. This program is knowledge based.

AAVSB/RACE: This program was reviewed and approved by the AAVSB RACE program for 1.0 hours of continuing
education in jurisdictions which recognize AAVSB RACE approval. Please contact the AAVSB RACE program if you have
any comments/concerns regarding this program’s validity or relevancy to the veterinary profession.
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Continuing Education Credit/Contact Hours
for COCA Calls/Webinars

Continuing Education guidelines require that the attendance of all who
participate in COCA Conference Calls be properly documented. All
Continuing Education credits/contact hours (CME, CNE, CEU, CECH,
ACPE and AAVSB/RACE) for COCA Conference Calls/\Webinars are
Issued online through the CDC Training & Continuing Education Online
system (http://www.cdc.gov/TCEOnline/).

Those who participate in the COCA Conference Calls and who wish to
receive CE credit/contact hours and will complete the online evaluation by
January 19, 2015 will use the course code WC2286(SC). Those who wish
to receive CE credits/contact hours and will complete the online
evaluation between January 20, 2015 and November 17, 2015 will use
course code WD2286(SC). CE certificates can be printed immediately
upon completion of your online evaluation. A cumulative transcript of all
CDC/ATSDR CE’s obtained through the CDC Training & Continuing
Education Online System will be maintained for each user.
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Join Us on Facebook

CDC Facebook page for
Health Partners! “Like” our
page today to receive COCA
updates, guidance, and N
situational awareness about |[EE—_ RIS
preparing for and responding
to public health emergencies.

CDC Health Partners Outreach
/ (http://www.facebook.com/CDCHealthPartnersOutreach)
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